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W 0001 INITIAL COMMENTS W 000

i

| This report is a result of a Complaint

“Investigation #2809948 conducted at Rainier

: Schoot - PAT E from 5/17/2013 through E
6/20/2013 completed by Terry Patton and Claudia i
Baetge from:

State of Washington
Department of Social and Health Services
Residential Care Services Administration
ICFMID Survey and Certification Program
F.0. Box 45600
Olympia, WA 98504-5600
. Office Phone: (360) 725-3215
“FAX: (360) 725-2642
W 153 483.420(d){(2) STAFF TREATMENT OF CLIENTS W 153,

The facility must ensure that aff allegations of
mistreatiment, neglect or abuse, as well as
- injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law through
. established procedures.

| This STANDARD is not met as evidenced by: |
. Based on observations, record reviews and
finterviews, the facility failed o report 2 of 2
_resident to resident assaulis by Resident #2 (R2) |
- {involving Hesident #1 and Resident #3) to the
Complaint Resolution Unit {CRU Yand Law
enforcement, as required by law. Failure to make |
timely Mandatory Reports prevented the facility ‘
. from protecting other residents. In addition,
falure to report prevented Law Enforcement
officials, as well as government oversight
i agencies, from having knowledge of assault
incidents, resulting in delayed investigations

LAROHATORY DIREC 3 AR PHOV%QE f ;E%ER RE@?’E/@}TNFSVES SIGNATURE ,*} ‘TiTLE 1‘ X EDATE/‘; )
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Any deficiency statement ending with an ﬂﬁfereﬁoieS a teticiency which the mstitution may be excused from c‘grrecting providing it is defermined that
other saleguards provide sufficient prolection{B4he patients. (See instructions.} Except for nursing homes, the findings stated above are disclosabie 80 days
fofiowing the date of survey whether or niot & plan of correction is provided. For nursing homes. the above tindings and plans of correction are disclosable 14
days foliowing the date these documents are made available lo the facility. If deficiencies are cited, an approved plan of cotrection is requisite to continued
program paricipation.
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Record Review:;

RCW 74.34.035 - Mandatory Reporting -
Paragraph (3) requires Mandated Reporters 1o
report suspected physical assaull of a vuinerable
adult. Paragraph (4)(a) requires Mandated
Reporiers to repornt an incident of physical assautt
between vulnerable adults io Law Enforcement,
reven if the Injury is minor and if the injury is to the
| back, face, head, neck of a vulnerable adult.

+ Paragraph (4) (d) requires Mandated Reporters to
report to Law Enforcement an attempt by &
villnerable adult o choke another vuinerable
adult, '

Client to Client Altercation form dated 2/15/13
revealed that R2 assaulted R3 while riding in a
van off the facility grounds on 2/15/13 at 10:05
PM. R3 was "moaning, grabbing on to
neck/shoulder L side area" . Progress note dated
2/15/13 in R3's record revealed he experienced
neck and shoulder pain and injury following the
assault. Fall and injury Report dated 2/15/13
revealed A3 was scratched from his shoulder to

' his back.

Interviews:
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, . The C : ssolution Unit Completed
15 The Complaint Ffuo :
W 153 Ccmfilnu&d From page 1 o W 153 (CRU) and Law Enforcement were 233
placing residents at potential risk of harm. notified of the two incidents of !
. resident to resident assaults dated
Findings include: 2/15/13 and 5/15/13.
Person responsible:
. ACM
All cbservations, interviews, and record reviews Monitor:
occurred between 5/17/13 and 6/20/13, unless DDA2
otherwise siated. L
: PAT E staff will be trained in H"
1. R2 assaulted Resident #3 (R3) during an off . DDD?OhCYj(;l RCW A and
| campus van ride on 2/15/13. 74.34.033, and Standard Operating ongoing

procedure 2.25/Incident Map to
ensure that all incidents of resident
to resident assaults arc reported
timely to CRU and Law
Enforcement.

Person responsible:

ACM

Monitor:

DDAZ

"ACM//DDA/DDA? will review
incident reports to ensure incidents
of resident to resident assaults are
reported timely to CRU and Law
Enforcement; provide training
and/or corrective action as needed,
Persen responsible:

DDA2

Monitor:

Asst, Superintendent

AV
0 A plaeg
i

1123113
and
ongoing
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Unit (CRU) Hotline (which is Washington State's |
t agency for Mandatory Reporters to make

Stafi F revealed that during the 2/15/13 van ride

: she observed RZ lean forward and place one
“hand on R3's neck and another hand on R3's

shoulder, which resulied in injury and pain to R3.
Staft K and L revealed during interviews that the
2/15/13 assault by B2 on R3 was not reporied to
Law Enforcement or the Complaint Resolution

reporis).

‘2. R2 assauited R1 at thelr residence on
“5/15/13,

Chbservation:

R1 was observed at his residence on 5/17/13. His

teft arm was in a sling due o being fractured
- during the 5/15/13 assault by R2.

: Hecord Review:

Incident Repor! No. 801126 dated 5/15/13

-revealed af 9:20 AM on 5/16/13, R2 pushed R1
- without provocation, causing R1 to fall, fracture
‘ the humerus bone in his upper left arm and

caused pain to R1.

- Incident Report, Client to Client Altercation

- Statement, incident Inguiry and Progress Notes in
“R1's and R2's records revealed no staff reportad .
‘the 5/15/13 assauit and fractured arm to the

. Complaint Resolution Unit {CRUY Hotline on

- BA15/13 or 5/16/13. Record review revealed the

: facility did not repori the incident to Law ;
' Enforcement. CRU reporied the assault and
fractured arm to Law Enforcement on 6/10/13.
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W ‘353I Continued From page 3

| RCW 74.34.035 - Mandatory Reporting -
- Paragraph (3) requires Mandated Reporiers to

~adult. (Note: those reports are made to CRU in

. Washington State) In addition, Paragraph (2) (b}

| of RCW 74.34.035 requires Mandated Reporters
1o report an incident of physicat assault between

- vulnerable adults to Law Enforcement if the

. assault results in & fracture to one of the involved
: residents.

! Interviews:

On 5/17/13 at 10:45 AM Staff L revealed facility

had not reported the 5/15/13 9:20 AM assault of

B1 by R2. The assault resulted in a fractured

" humerus bone in R1's upper left arm and pain.

' During 5/17/13 interview, Staff L directed facility

" staff to report the 5/15/13 assault to CRU.
interview with CRU staff confirmed the 5/15/13
9:20 am assault of Rt by R? was reported to

cCRUon 5/17/13 at 11:12 AM by Staff B.

Stali M revesled facility follows the guidelines of

- assaulls and altercations. Staff K provided a
copy of the "Red Book" for review.

: The facility must have evidence that all alleged
s vialations are thoroughly investigated.

 This STANDARD is not met as evidenced by:

* Based on records reviews and inferviews, the

~facifity failed to thoroughly investigate 3 of 3
incidents involving R2 assaulting other residents
(R1 and R3) and Staff H. Failure to thoroughly

- report suspected physical assault of a vulnerable |

the "Hed Book" for reporting resident to resident

W 154 | 483 420(c)(3) STAFF TREATMENT OF CLIENTS . W 154

W 153

| |

| |
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facility investigated the 2/15/13 assault of R3 by

interviews:

Staff F revealed that during the 2/15/13 van ride
she observed R2 lean forward and piace one
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W 154 | Continued From page 4 W 154
investigate incidents of assault by resident R2 ‘ . PATE will re-open the (3) "“‘;’f;';’}f‘i
 resulted in incomplete information regarding the | g ‘,‘f‘:f"Stlﬁgfig‘{“” “‘;t“;d f“’f““ ti“; o
- incidents and prevented the facility from assuring citation and comp Li;fie:ﬁ”;‘:;i;
residents are protected from further assaults. In Rhgation.
addition, thi§ failure prevented the facility from Person responsible:
assuring R2's Behavior Support Pian is effective ACM
and being followed by all staff. Monitor:
i BDA2
. Findings Include: o . )
All incidents of resident to resident Completed
| assaults/altercations will be 9/12/13
i . i . ; investl 5 3 A" ;
| All interviews and record reviews occurred Lhomu}f;hg;r?: b:ilsgfct: dén/:lt]ali?ol; 0""0‘;22
| between 5/17/13 and 6/20/13, unless otherwise * BETS HeSponSIDIL 1 =
| stated conducting Mq]o‘r incident
5 ’ investigations will receive
[ . L instruction/training regarding
- 1. R2 assaulted R3 during an off campus trip in ; thorough investigations.
avan on 2/15/13.
. Person responsible:
+ Record Reviews: Incident Coordinator
Monitor:
Client to Client Altercation form dated 2/16/13 pDAZ
revealed that H2 assaulted R3 while riding in a DDAL/DDA2 will review all 7m0
;?\? Og:;he fac,!,i!ty gfgunds 03232.” 571 31&1? 10:05 investigations, ensuring that issues and
.k o WES moaning, Q:a ing on o related to facility practices will be Ongoing
neck/shou er L side area’. Progress note dated addressed as a critical element of a
2/15/13in R3's record revealed he experienced complete a thorough investigation.
neck and shoulder pain and was scratched by R2
! during R2's 2/15/13 assault. Fall and Injury F Person responsible:
Report dated 2/15/13 revealed R3 was scraiched DDA2
from his shoulder to his back, Monitor;
Asst, Supetintendent
- There was no evidence or documentation the

i
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W 154 + Continued From page & C W ib4

hand on R3's neck and another hand on A3's _
. shoulder, which resulted in injury to R3. Staff L |
; acknowledged the facility did not investigate the |
. 2/15/13 assault on R3.

2. K2 assaulted Staff H in the coffes shop on
i B/7N3.

. Record Reviews: 5 i

| Incident Beport No. 800579 revealed R2
- assaulted Staff H when Staff H was working in
facility coffee shop. The 5/10/13 5-Day i _
Investigation Report of the 5/7/13 assault by R2
. on Staff H revealed that Staff H was harmed : \_
- during the assault. The 5-Day Investigation : ‘

Report, written by the coffee shop supervisor, did
. not wentify information pertinent to R2's mental

state, behavioral guidelines, or corrective actions
1o prevent further assaults by R2 of staff or
‘ residents in the coffee shop.

The May 20, 2013, AD-HOC meeting report by
- R2's Inter-Disciplinary Team revealed the
; statement that the 5/7/13 assault by R2 on Staff |
H was only that R2 "._ran into the coffee shop |
and barged inlo the back where the deep iryer,
. grill, and retrigerator are located. He was not
. easily redirected.” Mo reference was made in the
I Ad-HOGC report of the assault on Staff H by R2.

Interviews: g 1

Staff H revealed on 6/13/13 R2 pushed him by
the face, twisting Staff H's neck and striking Staff :
H's head on the refrigerator behind him. StaffH
revealed be is receiving physical therapy due to a |
| neck injury caused by the 5/7/13 assault. Staff H

believes he was assaulted by R2 only because he

FORM CMS-2867(02-98) Previous Versions Obsalete Event 1D:BOXO1 Facility 1D: WA40110 if continuation sheet Page 6 of 10
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W 154 - Continued From page 6 W 154
was standing in front of the refrigerator R2
wanted in. Staff H revealed he believes R2 would
‘ have assaulted anyone who was standing i
s between R2 and the refrigerator, Staff H !
. revealed that R2 still comes to the coffee shop
- and goes to the refrigerators, Staff H was told by |
. Staff D (R2's Psychologist) the coffee shop staff
: shouid not stand between R2 and what he wants
! to get to, such as the refrigerator.

. Staft K revealed that staff outside of the coffee

| shop were not involved in the investigation, but
further investigation by other staff should have
oceurred. Staff K revealed on 6/20/13 that further |
facility investigation of the 5/7/13 assauit will
oceur,

3. R2 assaulted R1 at thelr residence on . |
(5513, |

Fecords Review:

incident Report No, 801126 dated 5/15/13
| revealed that at §:20 AW on 8/15/13, R2 pushed
' R1 without provocation, causing RT to fall and
tHracture the humerus bone in his upper left arm.
¢ There was no svidence or documentation the
“facility investigated the 5/15/13 assault of R1 by
| R2 to determine if abuse, neglect, or

mistreatment occurred or to assure R2's BSP
swas followed. ;.

i Interviews:

Stafl K revealed facility staft did not thoroughly
investigate the 5/15/13 assault of B1 by RZ.
Staff K revealed the 5/15/13 assault should have
been referred for investigalion by the Statewide
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' | Hyak ACM will review staft inservice Completed
W 154 . Continued From page 7 W 154 sheets and determine which Hyak Dé?,p;}:
investigation Unit (SIU). Staff K reveaied on cmplcyccslhave not trained in R.csid.cnt t o
6/20/13 further facility investigation by SIU of the curtent BSP. 'T_h"isc,cmp}f’,yfcg will be
5/15/13 assault will occur. 1 tr ‘““‘“g in Resident :]1 é?lip :
W 189 | 483.430(e)(1) STAFF TRAINING PROGRAM W 189 O e o
! o . . Monitor:
- The facility must provide each employee with DAY
| initial and continuing training that enables the
emp_loyee to perform his or her duties effectively, PAT F ACM’s will review BSP
efficiently, and competently, books/inservice sheets and determine Completed
which employees assigned to the lving 821713
unit have not been trained and ensure BSP and
This STANDARD is not met as evidenced by training is completed by ACM or shift ongoing
Based on record reviews and inlerviews, the - - charge.
tacility failed to ensure staff received training for 1 | Upon approval of BSP’s all living unit
) of 1 resident (R2) Behavior Support Plan (BSP). | _ employees will be trained/review BSP
' This failure placed residents at risk of harm due | within two weeks by Psychologist, ACM,
to staff not knowing strategies and interventions . orshift charge.
| identified in R2's BSP for prevention and Oncoming relied staff will review client’s
; N ) BSP's assigned to post position.
;«%fgicr)}nssei o 'Hé“) S agitation and aggression. Psychologist/ ACM/Shift charge will
gs inciuge: answer any questions about the BSP.
. . . Person res ible:
All interviews and record reviews ocourred pon‘xc&
between 5/17/13 and 6/20/13, unless otherwise | Monitor:
stated. DDA2
. |
Record Review: DDAL will complete a random sample of
: four clients per quarter to ensure that all
The 5-Day Investigation Report of R2's 5/15/13 reguiarly assigned staff to a living unit
assault of R1 revealed that Staff A and N were and/or relief staff are trained in residents
. present during the assault. Review of Inservice . BSP’s. When training is not completed, 23313
Training - Attendance Records revealed neither | ACM/designee will provide training, and
Staff A or N were trained to R2's BSP. ABSP for ¢ Person responsible: ongoing
| R2 was found, with other documents, in one of M DHA]
: R2's 4 charts al his residence. onitor:
; DDA2
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W 189 | Continued From page 8 . W i8g/
- being trained to R2's BSP were in the BSP Book. .
- According to 5/20/13 inter-Disciplinary Team ‘s _ i
| Ad-Hoe review of R2's BSP, staff were to be ;
inserviced on R2's BSP, Inservice Training -
Attendance Records reveal Staff D trained 6 stafi
(to R2's BSP on 5/22/13. However, review of Staff
Communication Sheets and R2's BSP Inservice
- Training - Attendance Records revealed from
{6113 to 6/10/13 that approximately 32 different
Attendant Counselors worked at R2's residence.
i Ot those 32 staff, approximately 21 staff that
worked at R2's house from 6/1/13 to 6/10/13 did
' not compiete the Inservice Training on B2's BSP. |

[ Interviews:

Staff A revealed she had not been trained on R2's | | 1
'BSP. :

- Interviews with facility staff (Staff A, B, and C)
revealed BSP Book is read by staff {6 ensure

they know the appropriate prevention and ' |
- intervention strategies for responding to
residents’ challenging behaviors. They revealed |
" stafi are expected 1o read ali the BSPs in BSP | |
Book and sign each Inservice Training - | : |
Atiendance Record, which are in the BSP Book *
with each resident's BSP, showing they have read :
. the BSF for each resident. : i ;

 Staff [, Psyehologist for R2, revealed R2 moved
' to his current residence in January 2013 due to
F2's challenging behavicrs, which put other
- residents at risk of harm where he previously |
| resided. Staff D trained 10 staff to B2's BSP in |
January, 2013, The staff who were trained in

. January 2013 signed an Inservice Training -
| Attendance Record. On 5/22/13, a week after the
- 5/15/13 assault of R1 by R2, Staff D retrained & f
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I'of the 10 staff he trained in January and trained 1 :
- additional staft whe had not had prios training to
. R2's BSP. Tne staff trained by Statf D on 5/22/13
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